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The Journal of Abnormal Psychology 


FEBRUARY, 1907 


ON PSYCHOPHYSICAL RELATIONS OF THE 
ASSOCIATIVE EXPERIMENT 


By C. G. Jung, M. D. 
Privat docent in Psychiatry at Zirich. From the Psychiatrical Clinic of 
the University of Zirich. 

At the second German congress for experimental psy- 
chology held at Wurzburg (18-21 April 1906), Dr. Veraguth, 
Privat docent in neurology at Zurich, reported upon a gal- 
vanic phenomenon, called by him ‘“ galvano-psychophysical 
reflexes.’’ The author conducts a current of low tension 
(about two volts) through the human body, the places of 
entrance and exit of the current being the palms. He intro- 
duces into the circuit of the current a Deprez-d ‘Arsonval 
galvanometer of high sensibility, and also a shunt for lower- 
ing the oscillations of the mirror. Employing this technique, 
if one applies to a subject tactile, optic or acoustic irritations 
of a certain strength, the galvanometer will indicate an 
increase in the amount of the current, 7.e., a lowering of the 
electrical resistance of the body. Very soon in the course of 
these experiments it was discovered that the action of the 
galvanometer was not in direct relation with the strength 
of the irritation, but more especially with the intensity of the 
resulting psychical feeling tone. Of great interest is the fact 
that the inconstancy of the galvanometer did not appear at 
the same moment with the perception of the irritation, but 
after a latent period of one to six seconds. 

Somewhat later Veraguth observed that a movement 
(often of great intensity) occurred when the irritation, 
instead of being actually applied, was merely announced to 
the subject. This phenomenon he terms, “ oscillation 
through expectation”’’ (Erwartungs-schwankung). From 
these observations Veraguth concludes that in this experi- 
ment feelings are objectively represented. The only difficulty 
to be met with in this procedure consists in the technique of 
the registration of galvano-metric oscillations. 
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Veraguth takes photographs of the curve of the mirrors’ 
movements on a rotating film ; but this method is rather diffi- 
cult and expensive, furthermore we can obtain only short 
curves, while for the graphic representation of feelings long 
curves are most to be desired. I have therefore constructed 
an apparatus, by means of which curves to an extent of more 
than thirty to sixty feet can be taken. In such considerable 
periods of time, many and different experiments can be made 
without difficulty. 

The principle of my apparatus is as follows: I add to 
the scale a movable slide with a visiere. The slide, pushed 
forward by the hand, always follows the moving mirror 
reflex. This manceuvre can be done very easily and exactly 
after some practice. To the slide is fastened a cord leading 
to a so-called ergograph writer which marks the movements 
of the slide on a kymographic tambour fitted with endless 
paper, upon which the curves are drawn by a pen point.’ 
For measuring the time one may use a “ Jaquet chrono- 
graph,”’ and for indicating the moment of irritation an ordi- 
nary electric marker. 








With these arrangements I am able to take long curves 
' See illustration. 
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which are of special value for the representation of feeling- 
tones resulting from the associative experiment. 

As it may perhaps be known, I have clearly demonstrated 
in the Diagnostic Association Studies (Vol. I, J. A. Barth, 
Leipsig, 1906)? that strong feeling tones often accompany the 
association, and cause characteristic and regular disturbance 
in the association processes. I conduct my experiment as 
follows: I call a series of stimulus words to a subject who 
is requested to answer as quickly as possible, announcing the 
first word that comes into her mind. I measure the time 
that elapses between the pronouncing of the stimulus word 
and the occurrence of the reaction (the ‘‘ reaction time ’’). 
Having noted a rather large number of reactions (about 
one hundred), I then make the subject repeat one by one, 
the answers to the stimulus words (so-called ‘‘ reproduction 
method ”’). What will occur during such an experiment I 
shall elucidate by an example. 


Stimulus Word. Reaction. Reaction Time. Reproduction 


Min. Sec. 
Head Hair I 4 + 
Green Meadow a + 
Water Deep § swim 
Stab ‘Knife ae + 
Long Table ace + 
Ship Wreck a steamer 
Question Answer r 6 + 
Wool Knit _« + 
Insolent Gentle 2 4 + 
Lake Water 4 blue 
Il Well 1 8 + 
Ink Black I 2 + 
Swim Know 3 8 water 


In considering the reactions of this subject there is nothing 
remarkable to be seen at first sight. She has, with some few 
exceptions, relatively short reaction times, while there are 
also a few incorrect reproductions. But upon looking closer 
we discover that the reactions after water, ship, lake, swim, 
were followed by a reaction time of rather long duration ; and 

2 Compare the report of Adolf Meyer in ‘‘ Psychological Bulletin,’* 


Vol. II, pp. 242-250; also August Hoch in “‘ Journal of Abnormal Psy- 
chology,” Vol. I, No. II. 
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at the same time we observe that with these reactions, the 
subsequent reproduction is incorrect. 

So far as we know, we may suppose that the words 
‘water,’ “‘ ship,’”’ etc., awoke lively feelings retarding the 
reaction. The incorrect reproduction of the reactions arises 
likewise, as we can prove by experience, in interference by 
lively feelings. Regularly the feelings causing such phenom- 
ena are those of a disagreeable nature and therefore we ven- 
ture to suppose that the stimulus words mentioned above 
gave rise to a complex of ideas having some relation with 
water, and possessing great importance for the subject. The 
subject, cautiously questioned, tells us that a short while ago, 
having to suffer most painful and exciting experiences, she 
had seriously thought, in a moment of desperation, of com- 
mitting suacide by drowning herself. But as the days began 
to look brighter her destiny did not bring her to such an 
untimely end. 

The complex of the intention to commit suicide, to which 
strong feelings are attached, betrayed itself by different 
psychological disorders in the experiment. In the same or 
in similar fashion, all other complexes in connection with 
affections, might naturally betray themselves. Hence the 
association experiment is a good means of‘fathoming and of 
analyzing the personality. According to the opinion of 
some German authors this method should be applied for the 
purpose of tracing the complexes of culpability in criminals 
who do not confess. At the present time many experiments 
are being carried out along these lines in Germany, experi- 
ments which have been of great scientific interest, but which 
as yet, have not produced results of undoubted practical 
value." 

With this experiment, however, apparently so simple, 
there is one great difficulty, namely, the interpretation of the 
disorders ; or, to express it another way, what sort of com- 
plexes are they which cause these disorders (“‘ indications of 
complexes ’’)? In reply to this question we may say that 
it is the routine of the experiments which is the main thing, 
and in view of this fact, we suggest that the interpretation is 
at present rather an art than a science. In the future, per- 
haps, laws will be found for the method of interpretation. 
1 Vide bibliography. 
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He who does not possess this routine may easily suggest 
something wrong, and thus go astray. This reproach, and 
especially that of arbitrary interpretation, was made con- 
cerning my analysis ; and consequently every means helping 
to circumscribe the complex and its feeling-tone is useful. 
Such a means would seem to be the “ galvano-psychophy- 
sical reflex.” 

By representing graphically the galvanic oscillations dur- 
ing the association experiment, we occasionally obtain curves 
of very great interest, of which I wish to give some few 

,examples. (The vertical strokes indicate the moment at 
which the stimulus word was given.) It may be seen how 


hee ea 





























Figure I. 


shortly after the preceding reaction the curve quickly rises 
and then slowly falls again. In this case every reaction is 
succeeded by a movement of the galvanometer. If by a 
special proceeding we diminish the sensibility of the appara- 
tus, only the most intensive feeling-tones have influence on 
the current, so that occasionally we shall obtain very distinct 
curves, which place before our eyes the strong feeling-tone in 
a specially clear manner. The following is such an example : 


Ltt TTY 
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| | = ees 
PEEP EH Ther 
In the beginning we see the curve taking its way horizontally, 


Figure II. 
without any irregularity. In this phase are the following 
eight reactions : 














1. Hot Cold 5. Mouth Teeth 
2. Hand Foot 6. Wake Wake up 
3. Apple Fruit 7. Drink Eat 


4. Naughty Angry 8. Bed Sleep 
These reactions do not show anything of interest ; their 
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feeling curve accordingly goes in an horizontal line. 

9. Pretty Notpretty 11. Callon NotCallon 

10. Danger No Danger 12. Workman Workwoman 

These reactions are obvious : 

1. The first three are uttered in two words, which, as a 
rule, is unusual with this subject. 

2. There are obvious and for the most part contrast 
associations that are not easily intelligible. 

3. There is to be seen beginning with the words, ‘‘ Not 
pretty,” a striking perseverance in the linguistic form. 
““ Workman,” “‘workwoman”’ is rather a_ superficial 
association. 

It is evident that this strange phase takes its origin in 
“pretty.” On the curve we can see, beginning with the 
reaction ‘‘ not pretty,’’ the appearance of a strong feeling- 
tone, which lasts for a long time, and disappears only with 
the last reaction. The linguistic perseverance (‘‘ not pretty,” 
‘no danger,” “ not call on’) ts therefore in connection with 
a feeling, lasting probably through quite the same time. 

What I suspected from the beginning was, that the young 
man had a sweetheart. He told me that he had been mar- 
ried a week previously. Upon my asking him whether his 
wife were pretty, he very characteristically replied, “‘ Other 
people do not find her very pretty, but for me she is quite 
pretty enough.”” From this it is evident that the word 
“‘ pretty ’’ had hit upona sore point. ° 

The next curve illustrates a very interesting case. The 
subject is a young, diligent and gentle man, of whom I knew 
nothing, except the fact of his being-s abstainer. | 












































Figure IIT. 


In the beginning we note the curve falling slowly, then 
taking a rather horizontal course until the sixth stimulus 
word, where a sudden enormous rise sets in and maintains 
itself until the thirteenth reaction. 
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The reactions are as follows : 


1. Pay Money 4. Love Hatred 
2. Snake Animal 5. Help Assist 
3. Fine Beautiful 6. Restaurant Non-alcoholic 


With the sixth reaction the rising of the curve begins. 
The reaction ‘“ non-alcoholic ’’ indicates a very individual 
complex of ideas. And a very strong feeling seems to be 
attached to the fact that he is an abstainer. 

The reaction next following is : 

7. Polished Glass 
accompanied by a new rising of the curve. ‘‘ Glass” might 
be another association of the “ restaurant ’’ complex. 

The associations following next are : 

8. Soldier, Military. 9. Write, Letter. 10. Looking- 
glass, Clear. 
which present nothing special and are also galvanically 
indifferent. 

11. Full Man. 

(The German word “volt” full has also the regular 
meaning ‘totally drunk’’). This association which dis- 
tinctly indicates the idea of being drunk is again accom- 
panied by a rising of the curve. 

The association : 

12. Intelligence Prudent 

As things present themselves we may be right in our sup- 
position that there is a complex with strong feelings which 
has some relation with “ restaurant ’’ and “‘ drunkenness.”’ 
When asked, the man confesses that having once been drunk 
he had committed the crime of a serious assault, and had 
consequently been sentenced to a long incarceration. 
Because of these occurrences he had become an abstainer as 
a means of preventing his getting again into a similar situa- 
tion. (This confession was corroborated by others as being 
the truth). 

As may be easily understood, this event left behind a 
serious and lasting impression, deepened by the fact that his 
former crime had become a great social hindrance to him. 

These examples may serve to show that the associative 
experiment is under certain conditions, a suitable way of 
demonstrating the feeling-tones which accompany the 
associations. I say, under certain conditions,—for not 
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always will one succeed in obtaining such clear and distinct 
curves as those shown above. The experiment possesses 
numerous complications, to overcome which a great deal of 
time and work is required. Moreover, there is still to be 
mentioned the difficulty that the physical and physiological 
part of the experiment is still hidden in obscurity, 
notwithstanding the work of Tarchanoff, Sticker, Som- 
mer and Veraguth. At the present time, Binswanger in 
Zurich, is occupied with these researches. His work already 
concluded I will not here anticipate. 
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PSYCHASTHENIC ATTACKS SIMULATING 
EPILEPSY.’ 


BY WILLIAM G. SPILLER, M. D., PHILADELPHIA. 


Professor of Neuropathology and Associate Professor of Neurology in the 
University 7 Pennsylvama; Neurologist to the Philadelphia 
General Hospital. 


We are occasionally brought in contact with persons who 
give a history of attacks that on superficial examination 
might be regarded as epileptic, and yet it is questionable 
whether they should be classed either under epilepsy or 
hysteria. Recently a boy, five years of age, of Jewish 
parentage, was brought to me with a history of peculiar 
attacks. He had had these since teething. He had not had 
any aura, had never bitten his tongue nor voided urine nor 
injured himself in an attack, but he falls to the ground, 
does not attempt to catch hold of any support while falling, 
lies quietly without any convulsive movements, is uncon- 
scious about five minutes, and after the attack is drowsy 
about half an hour. I have been unable to find hysterical 
stigmata in the little patient, but the examination was 
difficult. His father informed me that the boy never had 
an attack unless his feelings had been hurt. Two children 
in the family, a little older than the patient, have had 
attacks of exactly the same character; in one child they 
lasted until the age of two years; in the other not quite so 
long. It is difficult to make a diagnosis in such cases as 
these. 

In the Journal fur Psychologie und Neurologie, Vol. VI., 
1905-1906, Oppenheim discusses peculiar attacks under the 
title of Psychasthenic Convulsions. Although he has spoken 
briefly of this condition previously, he gives in this recent 
paper a full presentation of his views. Convulsions may 
occur in certain forms of neurasthenia, in cases where there 
is not hysteria, nor epilepsy, nor organic disease. The first 
contribution to this subject was made by Westphal in 1872 


1Read at the joint meeting of the Philadelphia and New York Neuro- 
logical Societies, held in Philadelphia, November 24, 1906. 
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(Archiv fur Psychiatrie, Vol. III.) in his paper on agorapho- 
bia, and according to this author the occurrence of con- 
vulsions with agoraphobia is not uncommon, and they may 
be seen as frequent signs of various psychopathic and 
neuropathic conditions. Oppenheim refers to the fact that 
Westphal’s views have not met with general acceptance. 

As Oppenheim presents the subject, the individuals are 
intensely neurotic or psychopathic from birth, and show 
the first symptoms of this diathesis in childhood. The 
neurasthenia is of the grave type which has been regarded 
by French writers, especially Janet and Raymond, on account 
of mental abnormalities, as psychasthenia. The tics, states 
of anxiety, phobias, obsessions and vasomotor disturbances 
predominate. On such a foundation, with, however, some 
immediate cause such as emotional disturbance, mental 
or physical overwork, alcoholic indulgence especially by 
one unaccustomed to it, sleeplessness or a period of anxiety 
the attack may develop. 

This may be only deep unconsciousness with involuntary 
defecation and micturition, or there may be also convulsions, 
biting of the tongue and rigidity of the pupils. Usually 
only a few of these attacks occur, interspersed with periods 
of vertigo, anxiety, etc., and the tendency may disappear 
under proper hygienic treatment. 

These attacks are not hysterical, every hysterical stigma 
is wanting, and the attacks themselves are not hysterical 
in character. Oppenheim dismisses the question of any re- 
semblance to hysteria in a few lines. It would be better 
had he devoted more space to this aspect of the subject. 
The differentiation from epilepsy is more difficult : . 

(1) The attack in itself cannot be distinguished from that 
occurring in epilepsy. The patient is not an epileptic, he 
has not had such attacks in childhood or early youth, he is 
always neurasthenic or psychasthenic, and always periods 
of anxiety, phobias, tics or vasomotor disturbances have 
preceded the convulsions. 

(2) A special cause for the convulsive attack is always 
necessary, such as ,over-exertion, mental or physical; 
anxiety, vertigo, etc. 

(3) The attacks are merely episodes in the course of the 
psychasthenia; they may be few or there may be only 
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one during the life of the individual. 

(4) The attacks may resemble fully the epileptic, but on 
the other hand there may be variations, thus profound 
unconsciousness may occur without convulsions, or the 
convulsions may be limited to a few muscles, or they may 
persist after consciousness has returned. They may. re- 
semble petit mal. 

(5) Intelligence and memory do not become impaired 
even though the attacks may be numerous. 

(6) Treatment should be mental, bromides are of little 
value. 

Acquired neurasthenia probably never causes these 
convulsions. Oppenheim prefers the name of “ psychas- 
thenic convulsions,”’ even though convulsions are not always 
present ; ‘‘ psychasthenic attacks ’’ he regards as too com- 
prehensive, but it seems to me that the latter designation 
is preferable. Mistakes of diagnosis may be made easily, 
indeed Oppenheim himself has made them, as in one of 
his cases an organic condition was present. I am inclined 
to think that the danger of mistake is especially great as 
regards the dreamy state of epilepsy described by Hughlings 
Jackson under the name of “‘ uncinate group of fits.” 

Attacks of ambulatory automatism may belong to a 
psychopathic diathesis. In one of Oppenheim’s cases 
pain which he regarded as neurasthenic or hysterical was 
present. His first case resembles closely one of the two 
that I report. 

A young woman, when in a crowd, as in the theatre or on 
the street, became possessed with the idea that she saw a 
person bleeding from the nose, she passed into a condition 
of anxiety or fear, sometimes became unconscious, fell, 
and voided urine and feces. The description of this case 
is very brief, and it is not stated whether the person seen 
was always the same or not. 

I have not been able to find any reply to Oppenheim’s 
views, and as yet they seem to have received little attention. 
The subject is, however, one of importance, because of the 
resemblance of these conditions to epilepsy, and it is most 
desirable to make the differential diagnosis. The word 
epilepsy conveys much dread to the patient and his relatives, 
but far more important is the fact that not only the diag- 
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nosis, but also the treatment and prognosis of the psychas- 
thenic attacks are essentially different. These psychas- 
thenic attacks are very different from those known as 
psycholeptic crises. 

In these, as described by Janet, we have a very different 
condition. The attack may come on suddenly, and ter- 
minate suddenly, or in another form may terminate imper- 
ceptibly, after running an almost indefinitely prolonged 
course. The chief feature of the attack is the sense of 
unreality, both for the person himself and his surroundings, 
but there is no mental confusion, the memory may even be 
more active, there are no convulsions and no disturbance 
of voluntary movements. It is a dream-like state. 

Janet? also shows that there are certain features in common 
between psychasthenia and epilepsy, that an epileptic 
may be a psychasthenic, but this is not the same as saying 
that a psychasthenic may have attacks exactly like those 
of epilepsy and yet not be epileptic. It is very probable 
that many will not dismiss the resemblance of these psychas- 
thenic attacks to hysteria so briefly as does Oppenheim. 

The question largely depends on what we shall call 
hysteria ; for example, Morton Prince? regards as signs of, 
but not peculiar to, hysteria fixed ideas and obsessions, and 
most frequently of all the neurasthenic state. Hysteria, 
according to the recent presentation of the subject by 
Babinski? and a few others is a peculiar mental condition in 
which the disturbances may be produced by suggestion and 
cured by persuasion, while Janet* would omit the latter 
part of the definition having reference to cure by persuasion, 
but he includes obsessions, phobias, etc., under his designa- 
tion of psychasthenia. 

There are several recent papers in which the resemblance 
of hysteria to epilepsy is discussed. Unquestionably many 
of the psychoneuroses are related, and the boundary lines 
cannot be sharply drawn, but that does not imply that they 
should be abolished. We are not yet at that point where 


1 Pierre Janet; Boston Med. and Surg. Journal, Jan.319, 1905, p. 93 
and Les Obsessions et la Psychasthenie, Vol. I., p. 502. 

2 Prince; Journal of Abnormal Psychology, 1906. 

3 Babinski; Société de 1’ internat. des hépitaux de Paris, Seance du 28 
Juin, 1906. 

4 Janet; Boston Med. and Surg. Jour., Dec., 1906. 
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we may say that hysteria and epilepsy are identical, although 
some writers seem inclined to regard them as such. In an 
interesting paper Putnam and Waterman!’ discuss the 
relation of the hysterical to the epileptic attacks, and cite 
a number of cases with more or less doubtful diagnosis. 
They think it is possible that the paroxysms of epilepsy 
and hysteria, or at least, certain forms of epileptic and 
hysterical manifestations may stand more closely in relation- 
ship than has hitherto been assumed, and in this they do not 
lack the support of other writers. No one, they say, has 
studied the subconscious memories of epileptics, and closer 
resemblances may be found between these and subconscious 
states of the hysterics than we now imagine. They even 
think it may be possible that in patients with states of 
altered consciousness, hitherto classed as strictly epileptic, 
memories of the paroxysmal period might be developed 
through the medium of hypnosis. 

There is much danger of making a mistake in diagnosis 
when the question is one of psychic epilepsy. Thus Wm. 
A. White? describes a case which resembled one of epilepsy 
of the psychic type. The patient had at times a condition 
bordering on double consciousness, and its relation to psychic 
epilepsy was shown by an aura preceding the attacks. 
White says that the real character of the.case was one of 
mental dissociation, the presence of dissociated systems in 
the depths of the subconscious. In this case hypnosis and 
hypnoidization were employed, the details of the events for 
which the patient was amnesic were thoroughly traced 
and united to her upper personal consciousness, and a cure 
was effected. Probably this case would have been consid- 
ered by some as one of psychic epilepsy, but it evidently 
was not. 

A case, possibly even more interesting as regards the sub- 
ject I am discussing, is reported by George M. Parker”. 
A man had attacks preceded by a feeling of pain and distress 
over the epigastrium and a foul taste in the mouth accom- 
panied by a fetid odor. He usually fell and laid quietly 
outstretched, sometimes his hands fumbled aimlessly. 


1 Putnam and Waterman, Boston Med. and Surg. Jour., CLIII., 509, 


1905. 
2 Psychopathological Researches by Boris Sidis, Wm. A. White and 
George M. Parker, G. E. Stechart, New York, 1902. 
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At times he -had general motor disturbances, his arms and 
legs twitching and he frothed at the mouth. Sometimes 
he would not fall but sat in a chair staring fixedly before him. 
Any degree of excitement was sufficient to initiate an attack. 
Complete amnesia and stupor followed all attacks. He 
became progressively unable to attend to his duties, con- 
stantly forgot and became confused. His physician re- 
garded the condition as epilepsy. Parker found that the 
patient could now and then give a stray memory from one 
of the attacks, and as he says, the definiteness of the flash 
of recovered fragments of memory did not quite resemble 
the mental condition of the attacks of typical organic 
epilepsy. Under hypnotization he succeeded in produc- 
ing a recovery of memory of the events occurring during 
the attacks and in tracing the origin of the foul taste in the 
mouth, and thereby proving that the condition was a 
functional psychosis simulating epilepsy. By hypnosis 
and hypnoidization, the latter originated by Boris Sidis, 
and consisting in the production of a- state of abstraction, 
mental composure and relaxation, a cure was effected. 

Parker, in speaking of this case, says it shows that many 
a typical epilepsy may on closer study turn out to be a 
functional psychosis. This is especially true of the psychic 
epilepsies which investigations in their laboratory have 
demonstrated are all pure functional psychoses, subconscious 
dissociated states, having the tendency to recur, periodically 
or not, and often mimicking the psychomotor manifesta- 
tions of epilepsy, but he does not call them hysteria. The 
treatment in such a case, as Parker puts it, consists in 
bringing the dissociated memories out of the depths of the 
subconscious and reassociating them in the synthesis 
of the upper personality, restoring all the lost psychic 
material to the contracted active personal consciousness, 
and thus bringing about a state of former mental activity - 
which will maintain the former synthesis. The treatment 
in both these cases was by hypnosis and hypnoidization. 

If we are to include the psychasthenic attacks under 
hysteria, there is no need of making any distinction for 
them, and yet I think Oppenheim is right in putting them 
in a class by themselves. Two cases have been under my 
observation that have a resemblance to epilepsy, but careful 
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. study of them has convinced me that they are neither 
epilepsy nor hysteria, and I report them in the hope that 
they may draw attention and discussion to the subject of 
psychasthenic attacks. 

C., twenty-one years old, consulted me about five or six 
years ago, at which time the following notes were made : 

A maternal uncle died in an insane asylum. No con- 
vulsions had occurred in the family of either parent. The 
mother of the patient is very irritable, easily excited, and 
somewhat quarrelsome. The patient has had five brothers 
but no sisters. His father has shown great artistic talent. 

The first son is a sculptor and is irritable. 

The second son does not appear to be neurotic. 

The third son was very eccentric. He tried to commit 
suicide two or three times while at home, and finally suc- 
ceeded. Heat times became very much depressed and when 
occasionally he had these attacks he would wander away 
and stay away over night. Once he was absent two days. 
Before he wandered away his expression would become 
peculiar, so that his relatives would know he was about to 
leave home. In one attack he went a distance of several 
hundred miles. 

The fourth son seems to be normal. 

The fifth son is the patient. 

The sixth son is sixteen years old and is afraid to go into 
the dark. 

C., the patient, has never had convulsions. When he 
was seventeen years old he had his first visual hallucination. 
He was in church. He heard the minister begin his sermon, 
and then as he looked across the church he noticed that a 
certain man was looking at him. At first he liked the face 
and something in it reminded him of a boy of whom he had 
been very fond and whom he had not seen for about two 
years. This boy had taught him masturbation. In this 
first attack he did not know what occurred about him, he 
got up and came out of the church after the service was 

sover, and the money he had intended to put in the plate he 
had still in his hand. Whether this was unconsciousness or 
not is uncertain. He did not speak during the attack. 
After this first attack he began to hate and fear the face, 
and always had a warning before seeing it, ‘‘ a sort of spasm 
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would go through his whole body,” or if he were holding 
a book his hand would tremble violently, and then if he 
looked across the church the “ face” would be looking at 
him. It was always the same face and had always the 
same sneering expression. Except on one occasion the man 
was always in the same part of the church. He was not 
motionless, but was not seen by the patient to walk out of 
the church except on one occasion, when he followed the 
patient. During the first year the man was observed 
always in the same church, then he was seen in another 
church, and later was seen repeatedly on the street. The 
whole figure of the man was visible, but the patient spoke 
of the hallucination as “ the face.” 

If the patient fixed his eyes upon the wall he could bring 
the figure of the man before him but it did not seem real 
to him and did not “‘ satisfy ’’ him, as he expressed it. The 
attacks occurred every Sunday during the first year, but 
not so frequently during the second year, and during the 
third year not more than four times. The patient believes 
the face is real. The attacks have been frequent propor- 
tionately as masturbation has been frequent. 

He can always tell the day in advance that he will see 
the face. His eyes seem to be out of focus, he can not keep 
them focused upon the model he is copying, and if he tries 
to do so he gets a bad headache, then becomes sleepy for the 
rest of the day. The aura usually occurs about 4.00 P.M. 
He has always had a bad taste in his mouth during the 
aura, “ like cheese after you have eaten it the night before,”’ 
or a “‘ musty taste.”’ If he falls asleep after the aura he 
has very vivid dreams, on one occasion he saw a comet 
coming toward him, and exploding; and on another he saw 
clearly the face of his brother who a few days later com- 
mitted suicide. He has had the aura without seeing the face 
the following day, but has never seen the face without 
having had the warning the day before. 

Within about fifteen minutes after the visual hallucina- 
tion he gets sleepy and stupid, and does not know what is 
going on about him. The vision is followed by fullness of the 
head and palpitation of the heart. He has formed the habit 
of taking a back seat in church so he can hide behind the © 
people and from the vision, and support himself against the 
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wall. Only on one occasion he saw two children with the man. 
Each time he has had the vision his “‘ eyes have gotten out of 
focus ’’ and objects seem to move to and fro. He then has 
had a sick feeling and had to sit down. He has the same 
taste in his mouth during the hallucination that he has 
during the aura. Immediately after seeing the man his 
“ears ring like bells and insects all singing together.’’ He 
has had occasionally aural hallucinations without other 
disturbances, 7.e., he had heard his mother calling him, or 
bells ringing. 

The young man is very intelligent. He has never wet 
his clothing during an attack nor cried out, nor bitten his 
tongue. When he feels he is about to have the vision 
and resists it his face flushes, he gets cold and hot alternately, 
and all objects appear queer. 

I have seen this patient again within the past few months. 
He is in excellent health. The visual hallucinations lasted 
one or two years after I first saw him, and then ceased 
entirely. They gave place to a difficulty in swallowing. 
The man believed he could not swallow and was depriving 
himself of food. An examination showed nothing abnormal 
to explain the dysphagia. The condition lasted about a 
year and a half and then disappeared. 

Interesting in this report are: The neurotic history; 
the attacks of wandering in one brother; the aura always 
preceding by one day the visual hallucination and associated 
with a bad taste in the mouth, suggesting Hughling Jackson’s 
uncinate group of fits, and associated also with ocular 
disturbances and followed by drowsiness; the occurrence 
of the hallucination at first always in one place, a church, 
and therefore in a crowd, but later in other places and on 
the street ; the resemblance of the face seen to that of a boy 
who had taught him masturbation, the frequency of the 
attacks proportionate to the frequency of .masturbation ; 
the bad taste in the mouth and sick sensation during the 
attack; the possible unconsciousness in only one attack; 
the drowsiness, fullness of head and palpitation of heart 
following an attack, and the absence of all convulsions. 

Oppenheim says that an abnormal impulse to wander 
occurs in certain individuals presenting all the symptoms 
of psychasthenia, who are neither hysterical nor epileptic. 
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One brother of my patient showed the fugue. 

The occurrence of the attack for a long time only in one 
place, therefore in association with a certain train of thought 
or a certain environment, occurs sometimes in epilepsy; 
thus Raymond in his lectures refers to a case of psychic 
epilepsy in which epileptic convulsions were produced by 
directing the patient’s thoughts in a certain channel. 
Worthy of note is the fact that the face seen was that of a 
boy with whom the patient had been friendly and from whom 
he had learned masturbation, and also the occurrence of 
the attacks in proportion to the frequency of masturbation. 
Freud! has called attention to the importance of sexual 
errors in the etiology of the neuroses. There is in this case 
something very much like a subconscious working and made 
evident without the use of hypnosis, and it in itself makes 
a diagnosis of epilepsy improbable, as does also the cessation 
of all attacks during a period of several years under psycho- 
therapy. Possibly the condition may be explained, as is 
done for many other peculiar mental states, as a dissocia- 
tion of the personality. 

The diagnosis of psychic epilepsy has to be considered 
in this case, and indeed at first I thought it might be the 
correct one. The treatment was conducted some five or 
six years ago by a method similar to that which Dubois 
has recently made familiar, viz., by explaining the condition 
to the patient, assuring him that the attacks were not 
Serious, and arousing his resistance to them. The result 
was all that could be desired, and the patient has had no 
attacks for three or four years. The difficulty in swallowing, 
evidently psychical, that followed the cessation of his 
attacks, is worthy of notice. 

The second case has much resemblance to epilepsy and 
was so regarded by some, but careful examination showed 
that it could not be so considered. 

A. B., thirty-six years of age, consulted me September 
10, 1906. He was a patient of Dr. Radcliffe Cheston, and 
is at the head of a large business. He comes of a neurotic 
stock. His father had nervous prostration and now is 
tormented by unreasonable doubts as to the manner in 


'. 1Freud: Sammlung kleiner Schriften zur Neurosenlehre, Franz Deuticke, 
Leipzig und Wein, 1906. 
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which he conducts his business. 

The patient is a hard worker. Some years ago he under- 
took to study a profession, but as he was engaged all day, . 
he was obliged to study at night. After passing his exam- 
inations he ‘‘ went all to pieces,’”’ as he expressed it. He 
would sign a letter and after a few minutes would tear the 
envelope open to see whether he had signed the paper. 
On one occasion he visited his sister, and wandered about 
the house in a dazed condition. He was very irritable. 
Two or three years ago he went away. for complete rest for 
fourteen weeks, and since then he says he has “ felt his 
nerves”? more. He had difficulty in fixing his mind on his 
work, and has frequently repeated his actions in order to 
be sure he had done his work properly, and often would 
read a paper without being able to fix his attention upon it. 
He took exercise in the same energetic manner in which 
he carried on his business. 

He is the father of three healthy children, two of whom 
are “‘ high strung.”’ He gives no history of sexual irregular- 
ity. He had never had any attacks of any kind before 
July 4, 1906. 

In the early part of the summer of 1906 lie went to 
Europe and took an automobile trip from Paris lasting two 
days. He traveled about two hundred miles each day. 
The weather was not very warm, but he was much tired 
by the trip. After the second day’s journey, in the evening 
while talking to some one he fell and was said to be uncon- 
scious. His face was a little flushed and his eyes had a 
vacant look. He was “ perfectly limp ”’ about ten minutes, 
then he became rigid in his feet, and had involuntary move- 
ments of the upper limbs of a purposive character. He 
was put to bed and had what he called a “ chill; he shook 
all over, his teeth chattered, he became red in the face, and 
cold in the feet, but the thermometer showed no rise of 
temperature. 

After the first attack he had weak spells in which he 
would sit with a vacant expression. These attacks occurred 
once or twice a day and nearly every day. He was not un- 
conscious in these attacks, although he seemed to be “‘ wan- 
dering in mind.” 

The second severe attack occurred July 13, and in this 
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he fainted. Other attacks occurred July 17 and 21. In 
one of the latter he had a vacant expression, became limp, 
then got up and tried to walk and fell after he had gone 
upstairs. He then became unconscious and was rigid. 


- After this attack was over he got up and went to bed, and 


had a chill and headache in bed. 

Attacks occurred on July 24, 26 and 27. After the first 
two or three attacks he had a warning in general weakness 
and a sensation as if he were “ charged with electricity.” 
His memory began to be impaired. The attacks continued 
every few days until he got on a steamer August 29, on his 
return journey. He had two attacks on board the steamer. 
In all he had twenty-five major attacks. The last attack 
was on September 3. In one attack when walking alone 
he fell and became covered with mud. 

Before taking the steamer he had an attack in which he 
was unconscious one hour, and in this his body was more 
rigid than in the other attacks. In two attacks the face 
twitched, but convulsive movements were confined to the 
face. 

He had taken one drink of whiskey or beer daily, occasion- 
ally some claret, and had smoked about twenty cigarettes 
daily. He had also been much worried about his wife’s 
condition as she had been in a hospital three times. 

Before leaving America he had been having headache 
since April, 1906, more on the right side and in the parietal 
region or’ over the mastoid ‘process, but this pain disap- 
peared. There was no mastoid disease. 

This was the history as I obtained it from the patient and 
his wife at my first interview. A further study of the 
patient by himself revealed some interesting facts : 

He told me that sometimes when he was supposed to be 
unconscious he was not so, and the so-called rigidity was 
often purely voluntary on his part, and was the result of 
an attempt to get the numbness out of his forearms and 
ankles. While he was on the ocean on his way to Europe 
he kept control of himself, but when he reached Paris he 
did not care and gave way to his feelings. He did not care 
whether he fainted or not, as it was a temporary relief to 
do so, and if he felt like sitting still and looking at a spot 
upon the wall he did not make a mental effort to avoid 











268 The Journal of Abnormal Psychology [February 


doing it. He would become weak after dinner, and he 
began to dread this period, and if he could have been fooled 
regarding the time of day he believed he would not have 
fainted. He does not know why he fell. 

The man presented no hysterical stigmata nor signs of 
organic disease. The treatment was psychotherapy. 

I saw him again October 19, 1906. He had been weak 
twice and had had constant slight headache. On one 
occasion he felt that an attack was coming on, his wife 
urged him to resist it, but he pleaded with her to be allowed 
to fall, pushed her from. him and said she must let him fall. 
His attacks have usually occurred when his wife was 
present. At the time of these two attacks he was again on 
a vacation with no business to occupy his mind, and he felt. 
that he need not control himself. He told me that if he 
were asked any time in the day whether he had headache 
he would say yes, and yet usually he was not aware 
of headache. It was not real pain that he experienced, 
but as he expressed it it was ‘‘ consciousnes§ that he had 
a head.” He said if he had known that falling would have 
injured him he would never have fallen. Such a case as 
this can hardly be regarded as epilepsy, and it is questionable 
in my mind whether it could be regarded as hysteria. 








THE LIMITATION OF THE TERM HYSTERIA; WITH 
A CONSIDERATION OF THE NATURE OF HYS- 
TERIA AND CERTAIN ALLIED PSYCHOSES. 

BY CHARLES L. DANA, M.D. 

A 
HystTERIA. 

PROFESSOR JANET has said that hysteria is a disease with 
such a beautiful history that it would be a very sad thing 
if we had to do away with it. There is not much danger of 
this happening, and it is not my purpose to attempt to 
promote such a catastrophe. I think it will be a great help 
to physicians if we could narrow and make more definite 
our conception of what hysteria is. 

I am not going to go over the subject of the definition of 
hysteria,—at least, not in any historical way. If we take 
in all that is usually called by this name, it is a condition 
that cannot be defined. But a certain clinical group of 
symptoms can be very well and sharply characterized both 
by academic definition and clinical description. 

DEFINITION FROM THE PSYCHOLOGICAL STANDPOINT. 

There is now a general tendency to accept the view that 
hysteria is a morbid mental condition in which ideas control 
the body and produce morbid changes in its functions. 
This is not far from the view expressed by Moebius, Strum- 
pell, Freud, Breuer, and Janet. The advocates of this 
point of view, proceeding further in their analysis, urge. 
that there is in hysteria always a tendency to dissociation of 
consciousness or of the associative memories leading to the 
disintegration of the personality and the dominance of sub- 
conscious states. Hysteria is a condition in which sub- 
conscious states, then, morbidly control the body, and 
produce changes in its functions, and states of morbid 
association usurp the place of the old and healthy ones. 

These views regarding the disintegration of the person- 
ality must be accompanied with a clear idea of what is 
meant by personality and its disintegration or the physician 
will not feel that the situation is clarified so very much 
by the analysis. There is, for example, a disintegration of 
personality in all forms of dementia and in many of the great 
psychoses, and we know that the weakening of the person- 
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ality, and the overaction of the subconscious self, plays a 
part in a great many normal mental activities. So that 
the hysterical disintegration has to receive certain further 
qualities to fit well to the psychoses. However, I do not 
wish to find any fault with the “ disintegration ”’ hypothesis, 
except that I doubt if it can ever be understood at all by 
medical students or general practitioners. What physicians 
see is that in hysteria some mental function is lost, so that 
the patient cannot lift the legs, control his spasms, or feel 
an injury. A certain activity is cut out, just as when the 
stomach, under fright, fails to secrete, or the liver to pour 
out its bile. This functional loss of certain parts of the 
psychological mechanism seems to me to be the thing 
which we find obviously the clinical condition in hysteria. 
With this functional loss we also observe that certain 
psychic activities are at work on the body and are doing it 
harm, and the patient can’t help herself. In other words, 
there are mental states, either ideal or emotional, which 
are acting on the body without the person’s really knowing 
it, or being able to control it. As I have already said, the 
tendency for ideas more or less consciously to modify 
bodily functions to a morbid extent is very frequent in 
individuals, and is present in many neuroses and psychoses. 
It is sometimes a characteristic of the individual’s whole 
psychic life, and these people usually receive the credit of 
being hysterics. But this does not make them cases of 
hysteria. It is only when some serious and dominant dis- 
order of the bodily functions can be explained by the 
morbid mental state that we can say we have a case of 
hysterical disease, while most hysterical phenomena are 
mere episodes like a headache. So I would urge that the 
definition that modern authority has evolved should 
properly apply only to the major and persistent cases, under 
which, owing to the serious morbid cleavage of the asso- 
ciative memories, we have paralyses, contractures, anesthe- 
sias, abulias, and hypnoid states, this morbid physical state 
being dependent on the subconscious mental state. The 
disease hysteria, then, is a morbid mental condition in which 
ideas or emotional states seriously and unwittingly control 
the body and produce more or less permanent and objective 
morbid states. 
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DEFINITION FROM THE CLINICAL STANDPOINT 

This conclusion regarding how we should confine the 
term hysteria is, it seems to me, the logical result of assuming 
the definition that I have given, and which is so widely 
accepted as a correct one. But if there were no definitions 
of hysteria, and no astute analyses of its psychology, I 
would come to a similar conclusion from a purely clinical 
study of the matter, and it is to the importance of applying 
the clinical method independently and objectively that I 
wish to draw especial attention. 

Reviewing the cases of hysteria which I have seen and 
studied in the past twenty-five years, I find coming before 
me a very clear-cut picture of a disease which may be called 
by this name. It is a rather rare malady. It occurs in 
men as often as in women. Its characters are very striking, 
and its diagnosis is as free from any possibility of question 
as is a case of advanced tabes or general paresis. We make 
this diagnosis not from any knowledge of the disintegration 
of the person’s personality, but because of the objective 
tests to which he reacts. We do not ask whether the 
excitation of his personality was endogenous, as in psy- 
chasthenia, or whether it was exogenous. We do not have 
to say a word about the patho-psychological state in teach- 
ing medical students how to recognize the malady. 

A TYPE CASE OF HYSTERIA 

This illustrates the familiar type: A man, thirty-five 
years of age, had been working as the superintendent of a 
manufacturing establishment for fifteen years. He was a 
skilled mechanic and an intelligent man. His habits were 
good ; his nerves fairly steady. He was sober and extremely 
industrious and anxious over the details of his work. This 
work involved a responsibility which was perhaps a little 
greater than he was equipped to endure. One day he sawa 
man fall off a stage and sustain a serious and distressing 
injury. It gave him a considerable shock, but he went 
about his work. Two days later he suddenly had an attack 
resembling almost an apoplectic stroke. He fell down 
nearly unconscious and had a slight convulsive seizure. 
When he came out of it it was discovered he had a rather 
flaccid hemiplegia of left arm and leg with hemianesthesia of 
the skin and special senses, tremor, and a condition of 
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nervous weakness and excitability which made it impossible 
for him to pursue his work. He gradually improved, but 
continued to have a residuum of the original trouble, so that 
he was not equal to the responsibility of his position. I 
need not go into the several clinical details because they are 
exactly similar to that of the type of cases to which I have 
reference and which are familiar to all. I shall only add 
that even after three years the man still had traces of his 
trouble, with hysterical or emotional episodes, though not 
Subject to seizures of any kind and never showing signs of 
organic disease. 

I only cite the foregoing case in outline because my 
hearers will recognize its definiteness and special characters. 
It is the disease hysteria, and the only one to which the 
word properly applies. Clinically defined it is a disease 
of acute origin and usually chronic course, characterized by 
episodes or seizures, with an intercurrent condition, in which 
are present more or less of the hysterical stigmata objective 
and subjective. As to the fact that there is here a sick bodily 
condition dependent on mental state, there is no doubt. 

PATHOLOGY 

As to the question of its pathology, there are certain facts 
to be borne in mind which it is worth. while to discuss. 
Sometimes in a few weeks the whole disorder vanishes, as 
in hypnotic phenomena. I have seen this particularly in 
grand hysteria following alcoholism. Here there cannot be 
disintegration, but only a suspense of function. 

But in most cases the condition is permanent, or there is 
permanent residuum of physical and mental defects. No 
form of suggestion, education, moral or medical influence, 
changes greatly the paraplegia, the hemiplegia, the tremors, 
or the depressed and unstable mental state. 

So that it seems to me that in the severer forms of hys- 
teria there is a permanent loss of function, and that this 
loss is due to practically a senility or wearing out of this paft 
of the psychic machinery. It seems to me to be a condition 
comparable to that in wry-neck and in occupation paralysis. 
Here we know there is no paralysis or spasm dependent 
upon idea in the ordinary cases, that is to say, in the older 
and degenerative cases ; but the power to retain control over 
certain defined muscular groups is almost or completely 
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worn out. Once a case of writer’s cramp, always a case; 
and so it is true, to an extent, of wry-neck and real hysteria. 
I would infer, therefore, that in some major cases of hysteria 
the’ trouble’ is more than perhaps functional. There is a 
metabolic degeneration which makes it impossible for certain 
groups of cells to any longer carry on their work. Hysteria 
of this type is a form of teratological defect. Just as we 
have in wry-neck of mental type cases which sometimes get 
well rather early and also as we see occasional relative 
cure of writer’s cramp, so in hysteria there are the mild and 
functional types which, under a proper environment, 
speedily bring about adjustment, but in the severe types this 
readjustment is never perfect. The machine is originally 
injured or defective, and this fact finds its expression in the 
prognosis which experience gives to the severer gnd more 
profound types of hysteria major, that they tfever get 
entirely well. 

Thus I should urge that most cases of real hysteria are 
forms of a very definitely appearing disease of a very 
chronic character and usually expressive of a teratological 
defect and a worn-out link in the neuronic chain. 


II 
THE HyYSTERICALS 

There is another group of cases which might be said to 
correspond somewhat to the definition of hysteria given by 
Kraepelin, that is to say, this group includes persons whose 
‘“‘ mental states express themselves with extraordinary ease 
and rapidity on the bodily function.” 

The clinical characters of this group are somewhat as 
follows : The patient, usually a woman of over twenty, is 
intensely egotistical and selfish, though often very intelli- 
gent and very conscientious and candid in theory and 
discussion of herself and her condition. She has continually 
serious headaches, backaches, attacks of exhaustion, and 
falls ill at once on attempting to do what she does not want. 
She is self-indulgent, and flies to her bed at the slightest 
symptom of distress, but she, when feeling better, may work 
with a persistent and foolish industry, exhausting herself in 
her meticulosity and mania for doing things with the 
precision she demands. She is dissatisfied with what 
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others do, and made ill by what she does herself. She is 
exacting of those about her, alternately petulant and coax- 
ing, and generally ineffective, a worrying and foolish mother 
and a nagging and exacting wife. She always has some 
periodical or chronic physical ailment. She falls per- 
manently ill and insists upon the seriousness of her stomach 
trouble, her womb trouble, or her general feebleness and 
inability to do things. She takes no interest, finally, in 
anything but herself and her infirmities. These are largely 
imaginary or, at least, due to the focussing of attention on 
her symptoms. 

Such cases are called “ hysteria’? by many eminent 
authorities. They are treated by the specialists; are 
operated on for their prolapsed kidneys, and curetted for 
their menorrhagia or amenorrhea; washed out for their 
gastro-achlorydia ; washed and douched and toned up by 
the mechanical auxiliaries of our art. 

Are these women ill because of the degeneration of their 
personality, and are the symptoms due to the suggestions 
of a lurking and hidden and morbid automatism? They are, 
at least, far apart in symptoms and signs from the ordinary 
-case of hysteria with palsy and anesthesia. In my experi- 
ence, at least, they suggest much more the worrying psy- 
chosis or hypochondriacal melancholia of later years, trans- 
formed by the conditions of early life. They have, no 
doubt, wrong ideas of life and of themselves; they admit 
it even and adduce the old saying of Romberg, the motto 
of the hysterical, ‘ I can’t help it.” 

But it seems to me that it is the conscious personality that 
is at work all the time, not the second one. They will, if 
displeased, go off and have a headache or a fainting spell, 
but it is a voluntary performance, or pretty nearly so. 
Hypnotism does not help them, but sound admonition and 
a proper régime of life does. 

When fatients of this kind are unusually silly women, 
and have become totally self-centered, the dominant idea of 
illness leads them to stay in bed or decline exertion, to con- 
tinual complaints of their sufferings, with emotional out- 
bursts when not properly attended to,—with entire loss of 
interest in ordinary pursuits of life, and a state very much 
like the hypochondriacal melancholia, with more hypo than 
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melancholia. I know that these latter cases are called 
‘hysteria ’”’ by the Germans, for some of my patients have 
been so diagnosticated by them. But I think.in these latter 
stages of the malady there is an active degeneration and 
exhaustion, and the body is under the control of a morbid 
mind not simply a subconscious idea or a degenerated 
personality. 

At any rate, we have in our experience a very great num- 
ber of patients who present the clinical picture I have 
briefly outlined. It is definite and perfectly familiar. And 
these cases are as unlike the cases of grand hysteria as 
possible. They do not even ever become grand hysterics. 
They are not the food on which this disease feeds. Railroad 
accidents, shocks, collisions, turn out a crop of grand hys- 
terias, but they are mostly the tired-out, hard-worked, and 
not very strong mentally. 

In the case of the group I refer to, many symptoms occur 
which are usually called hysterical, 7. e., dependent on an 
idea or emotion; but these so-called hysterical incidents are 
only episodes and are not always to be explained by sub- 
conscious mental action. 

I did not mean to include in this group the persons who 
suffer from persistent morbid fears, fixed ideas, or obses- 
sions, or impulsions, although some of these things are more 
or less present. While I might go on into a’ more extended 
psychological analysis of this state, I can indicate it better 
by the simple story of one of the type. 

I could make out a much better case for this group of 
patients if I had the time to devote to the recording of 
many definite cases. The point which I would insist upon, 
however, is that these patients represent, clinically, an 
absolutely well-recognized type. No physician who sees 
them long calls them cases of neurasthenia, though they 
have a certain amount of neurasthenia or neurasthenic 
episodes. They are generally called cases of hysteria. 

The laity, who observe them, and are brought in contact 
with their antics, often say that they must be insane, on 
account of their unreasonableness and frantic attempts 
to lead a foolish life. | 

The term psychasthenia has been applied to this group, 
but that word is made to include also the group of persons 
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who have the obsessions, phobias, and impulsions, and I 
would put these in a separate class. Psychasthenia is a 
word which might, in a way, apply to them, but there is an 
enormous amount of psychasthenia which is characteristic 
of other psychoses, and these patients are not really as much 
mentally weak as they are mentally ataxic, and the term 
psychataxia would apply much more aptly to their char- 
acteristics. 

CHARACTERISTICS OF THE PSYCHATAXIC OR PSYCHASTHENIC 

I find in this group of cases : 

First. A constant and morbid tendency to self-inspec- 
tion, often despite the fact that they realize they are doing 
it to excess. Their trend of thought is all as to what they 
had best do for themselves so as to get well. They do not so 
much exaggerate as they simply study and dwell on their 
condition, and do it without the anxiety and worry and 
depression of the melancholia, but with a certain clearness 
and satisfaction. 

SeconD. Impulsions. They get ideas of what should 
be done, and become quickly the victims of these. Those 
ideas are almost impulsions and they often go and at once 
do foolish, inconsiderate, and possibly wise things. Not 
infrequently they rush off or do things from an impulse of 
resentment and a desire to make others uncomfortable. 
Often their acts are simply whimsical. They will go and 
take off their clothes and stay in bed, or go out on some 
unnecessary visit, \r even do wantonly injurious things to 
make themselves more in the center of the stage. They 
are histrionic performers. 

TuirD. Fixed Ideas. There is generally a very great 
obstinacy of purpose or idea, either about what is good or 
bad for them or what they can eat or drink or wear. A 
patient insists she can only live on milk, or that she can only 
eat a certain limited number of articles of diet. By this 
obstinate belief in their incapacity they cut themselves off 
from a large part of the interests of life. 

I have known a woman to run away from home and live 
in a boarding-house where she could get the milk she wanted 
and would not have to do certain household duties she dis- 
liked. These impulses and obsessions bring them close to 
the group of those who have morbid fears and doubts. Yet 
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they are of a rather different type in that they believe in 
them, whereas the phobic class recognizes the foolishness of 
their acts and only lament their helplessness. 

- Fourtu. Moral and Family Instincts. They lose their 
real moral sense and do not care for their children or hus- 
band or family, except in a theoretical way. They perhaps 
retain their ideas and talk about them beautifully, but this 
has no practical meaning in their lives. 

Firtu. Abulia. They are decidedly deficient in will 
power. They will, impulsively and obstinately, carry out 
certain fixed ideas, but they have no strength of purpose to 
do what is best, even if admitting it. 

SrxtH. Non-dementing. They are not mentally weak in 
the sense that they are unintelligent. On the contrary, they 
are often alert and quick-minded, and can be witty and 
agreeable. 

SEVENTH. Causes. The cases are mostly women; and 
usually there is a history that they have all their lives been 
indulged and never had to practice inhibition or self-control. 

E1icutH. Physical Condition Disturbance. They are not 
physically very weak, but they always have some functional 
derangement. They usually have migraine and some 
stomach or intestinal disturbance; occasionally spinal 
pains or attacks of pseudo-angina are the affecting episodes. 

NintH. Pertodicity without Crises. They do not have 
hysterical crises, though they may have explosions of anger 
or tears. They do not have convulsive attacks, paralyses 
or contractures, or anesthesias. The conditions vary in 
periods of long duration. 

TenTH. Mild and Extreme Types. In the milder types 
they are simply self-indulging, uncontrolled, whimsical, 
selfish and foolishly impulsive women with various idiosyn- 
crasies, unsocial, content with the narrowest domestic life. 
In the severe types they are bed-ridden or room-ridden or 
house-ridden hypochondriacs, suggesting states somewhat 
like that of an hypochondriacal psychosis without especial 
mental depression. Their sufferings and grievances are 
assigned to both bodily conditions and external surround- 
ings. But the terms hysteria, hypochondria, neurasthenia, 
do not fit them. 

This group is not quite like the psychasthenia of Janet, 
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but that word is coming into use, and it may be made to fit 
them. This term is also made to include the obsessions, the 
doubting manias, and phobic states. 

It may be drawing distinctions too fine to separate the 
two, and I have used, perhaps unfortunately, the term 
phrenasthenta for these latter. However, it is only a 
matter of terms, and custom will decide which is best. 

I should, however, divide up the group of psycho-neuroses 
into : 

1. Hysteria, proper or major. ' 

2. Psychasthenia,—the type just described. 

3. Psychasthenia (or phrenasthenia), with obsession, 
doubts and fears and impulsions and compulsions, including 
some forms of dipsomania. 

4. Neurasthenia, simple, and symptomatic. 

5. Abortive types of the major psychoses, such as melan- 
cholia, dementia, etc. 

Firally let me repeat : Hysteria proper or major, is a well 
recognized clinical type, a rare disease but unmistakable 
even by objective symptoms alone. 

Hysterical episodes occur in all the psycho-neuroses and 
are simply the expression of the way the individual reacts, 
or may react, being constitutionally unstable. 
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Some Experience with the Simpler Methods of Psychotherapy 
and Re-education. By Lewellys F. Barker, M.D., American 
Journal of the Medical Sciences, October, 1906. 

That psychotherapy is fast being recognized as both a scientific 
and practical method of treatment of certain functional dis- 
orders will be denied by scarcely any one who has observed the 
progress of therapeutics; and since this is so, the subject should 
be studied and mastered by the general practitioner. It should 
be approached in a spirit of frank and sincere criticism, char- 
acterized neither by extravagant optimism, nor, on the other 
hand, by a supercilious cynicism. The proper student of 
psychotherapy is the cultured physician, not the faith curist, 
the charlatan or the quack. What is needed in these early days 
is a careful study of individual cases, so that thereby may be 
determined not merely the uses and the value, but what is equally 
important, the misuses and the limitations of the method 
employed in psychotherapeutics. To the elucidation of both 
of these points Dr. Barker has made valuable contributions. 
He has published the notes of a few patients who have resisted 
treatment and have been but little benefited; and in the present 
paper he reports a series of some fifteen patients who have been 
either improved or cured. 

While in Paris in 1904 Dr. Barker was much impressed with 
what he saw in the Pinel ward of the Salpetriere, where Prof. 
Dejerine was treating the psychoneuroses, especially hysteria 
and neurasthenia, by isolation and psychotherapy. Drugs 
were but seldom employed; hypnotism was not used, and yet 
paralyses, contractures, anorexias, nervous crises, gastropathies 
and other nervous conditions, many of them having lasted for 
months or years, disappeared in a few days, weeks or months 
under the influence of this simple treatment. 

In the medical service of the Johns Hopkins Hospital the op- 
portunity has presented itself of employing these same measures, 
and the results obtained through combining conscious psycho- 
therapy with rest in bed, isolation and other means, have been 
eminently satisfactory in a certain group of cases. 

Historically it is interesting to note that, consciously or un- 
unconsciously, psychotherapy has been practiced by physicians 
from the earliest times. In ancient days the conscious psycho- 
therapy of religious teachers, and, at all periods, suggestion by 
pharmacotherapy have had much to do in the alleviation or the 
cure of functional nervous troubles. Out of magnetism came 
mesmerism, and following this hypnotism, which was hailed 
at first as a great healing measure, but which is now somewhat 
in disrepute as a therapeutic agent. The best psychotherapy 
of our own time is largely one of education, explanation, and 
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persuasion, rather than of suggestion; but as Dr. Barker truly 
remarks, the significance of the persuasion-therapy would 
scarcely have been grasped had it not been for the thorough study 
of suggestion-therapy. 

In his personal work the author has used only the simplest 
methods, that is, persuasion, isolation, and occupation; for it has 
seemed best to gain experience with these before resorting to 
more compiex procedures, such as Freud’s “ psycho-analytic”’ 
method, Jung and Ilberg’s analyses, Janet’s “‘ suppression and 
substitution ’’ method, and Sollier’s ‘‘ organic ”’ method. 

The patients who have responded most readily to psycho- 
therapy are the psychoneurotics, sufferers from hysteria, neuras- 
thenia, psychasthenia and so forth. Among the neurasthenics, 
psychic treatment aids enormously the somatic measures in 
combating the sensation of fatigue, the circulatory disturbances, 
the insomnias, the digestive troubles, the sexual weaknesses, 
and the abnormal mental states. Among the broader group 
of psychasthenics the feelings of incompleteness (voluntary, 
intellectual and emotional), the psychic insufficiencies (aboulias, 
amnesias, phobias, etc.), the physiological insufficiencies (nervous, 
digestive, circulatory, genital) yield to treatment by psycho- 
therapy more quickly than to any other therapeutic measure, 
while even in organic disease, psychotherapy is of value in 
combating the functional disturbances so often associated 
therewith. 

As to the use and abuse of psychotherapy Dr. Barker has some 
judicious temarks. He does not believe that psychotherapy 
should be tabooed because some men abuse it, or because quacks 
and charlatans degrade it. The true psychotherapeutist should 
be an honest man and an expert clinician. He must be interested 
in functional disturbances and not simply in anatomical lesions. 
He should be skilled in all the modern refinements of diagnosis, 
and should exhaust them in the study of his case before beginning 
his therapy. He will enter into a sympathetic understanding 
with his patient and will explain to him the relation of his mental 
states to his symptoms, thus securing his co-operation in the 
cure. For while these patients require firm guidance, they also 
need judicious sympathy, a fact which it is to be feared too few 
physicians, and scarcely any of the laity, understand. 

Among the pitfalls of which psychotherapy must beware are 
the “‘ philosophic nebulosity ’’ and the “‘ psychologic subtlety ” 
which are bound to produce absurdities in treatment and to 
obstruct the healthy development of this branch of therapeutics. 
While nothing, perhaps, is easier in psychoneurotics than to make 
some symptoms disappear, the experienced neurologist will not 
be duped into thinking that he has made a cure by driving away 
a symptom. In many cases it is only by slowly influencing 
the mind and body by careful re-education that anything like 
a real cure can be obtained. DonLey. 
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Concerning Kleptomania (De La Kleptomanie). By R. 
Dupouy, “‘ Journal de Psychologie normale et pathologique,”’ 
September-October, 1905, pp. 406-426. 

Pitres and Regis distinguish in the impulsion to theft, com- 
monly called kleptomania, two varieties, which manifest them- 
selves under absolutely different aspects. The first includes 
the generally more or less unconscious thefts of a stupid, amnesic 
order, by inferior degenerates, senile or paralytic dements and 
epileptics. The second is composed of so-called conscious 
impulsions to theft. Here the pathologic substratum is very 
much less apparent and the act can by no means be clearly 
distinguished from ordinary theft. 

In the opinion of Dupouy these two sharply defined varieties 
do not cover the entire ground, and in this paper he devotes 
himself to a consideration of a so-called ‘‘ mixed ”’ class in which 
the underlying morbidity often presents marked diagnostic 
difficulties, and to which by far the largest number of soi-disant 
kleptomaniacs appear to belong. 

Thieves of this order are individuals who possess, under 
ordinary circumstances, both feeling and will within normal 
limits. In the presence of an object which, for some private 
and individual reason, seems to them desirable, they experience 
an emotion of medium intensity and agreeable nature. (In 
dements the emotional element is nil; in the obsessed so violent 
as to produce anguish.) On the other hand their will-power is 
sufficiently strong to stifle the impulsive tendency which every 
desire arouses and which conscience warns them is wrong. The 
result is that this moral victory, far from engendering the feeling 
of atrocious malaise from which the obsessed suffer when they 
cannot satisfy their impulsion, is commended by the conscience 
and fills the victor with joy. : 

The kleptomaniacal tendencies of this class are, then, the result 
of desire. Desire is an emotion felt in the presence of a beloved 
object and implies an impulsive tendency to possess, this object. 

In an independent category stands the will, which may be the 
enemy or the ally of desire. If our judgment represents desire 
to us as something that should be realized, the natural tendency 
of desire to satisfy itself is sustained by the conscious efforts of 
voluntary activity. If, on the contrary, judgment tells us that 
desire is wrong, the will opposes the realization of desire. In 
normal cases, the will, that is to say, the thinking and willing 
ego, should master and annihilate the desire adjudged culpable. 
But sometimes the desire is victorious over the will and the 
kleptomaniacal impulse is produced, either because of an aug- 
mentation of the coefficient of the desire or of a diminution of 
the volitional resistance. 

Desire being an emotion, all causes susceptible of increasing 
the emotivity will increase the appetitive power of the individual 
and will quicken his particular desires. In this causal category 
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come repeated moral shocks, intense psychic traumata, profound 
chagrin, violent nervous agitations. The variety of emotion 
which results from sexual irritation seems to be particularly 
active in the genesis of morbid emotivity. This irritation, by 
augmenting the emotivity of the subject and impelling him 
toward morbid desires, leads to obsessions. For this reason 
certain collectors and fetichists become kleptomaniacs. Thev 
keep sharpening their desires regardless of what these desires 
stand for— artistic bibelots, postage stamps, women’s apparel 
(erotomanic fetichists)—they waste their entire sensibility in 
the contemplation and in the incessant physical or mental hand- 
ling of their collections. The enjoyment they derive from: it 
becomes more and more voluptuous and in turn fans the flame 
of the desire they have to renew it. This is the vicious cycle in 
which these unfortunates turn, the desire to enjoy increasing 
their pleasure ten-fold, the latter causing the former to light 
up again. The impulsion, logical and fatal result of desire 
awakened in the presence of the object wished for and not 
possessed, ends by becoming sufficiently powerful to triumph 
over the resistance put forward by the will, and the collector 
becomes a thief. Going a step farther, the emotion carried to 
its maximum becomes an agonizing, irresistible impulse; the 
desire has created an obsession, the collector is replaced by the 
kleptomaniac. 

The fetichistic sexual pervert who gets, for example, his 
voluptuous satisfaction from the rubbing of a special stuff, 
generally silk, follows the same morbid course as the collector. 

A question which naturally arises in connection with this 
category of cases is one which deals with the mental responsibil- 
ity. It is a question which taxes the judgment and common- 
sense of the expert to their utmost, and one which should be 
passed upon only by men of wide experience in psychopathology, 
—men who are prepared to ignore the social status of the delin- 
quent, to lay aside all sentimentality, and to be governed in 
their final opinion by a profound study of all the facts which a 
searching and painstaking history may reveal. 

In the opinion of Dupuoy this ‘“‘ mixed ”’ category of cases 
stands upon the frontiers of responsibility. Many of the victims 
are hereditarily predisposed, the remainder arrive at morbidity 
only through a combination of circumstances which is often 
extraordinary (overlapping catastrophes, painful and repeated 
emotions, frequent and profound chagrin of one sort or another), 
all of which things must be taken into account in weighing their 
acts. 

The study which Dupuoy makes of a specific case of this type 
is unfortunately far too extensive in scope for reproduction here. 
It is, however, a splendid model for any one who may have just 
such a case to unravel. 

CouRTNEY. 
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THE QUESTION OF TACTILE APHASIA. 

“* Un Cas d’Aphasie Tactile’’ by M. Raymond and Max Egger. 
Revue Neurologique, April 30, 1906, pp. 371-375. 

““ Considerations sur la Soi-Disant ‘ Aphaste Tactile’’’ by 
Dejerine. Revue Neurologique, July 15, 1906, pp. 579-601. 

** Agnosie et Asymbolie. A Propos d’un Soi-Disant cas d’ 
Aphasie Tactile.’ Ed. Claparede. Revue Neurologique, 
September 15, 1906, pp. 803-805. 

A renewed interest in the question of tactile aphasia and 
asymbolia is offered by a recent observation of Raymond and 
Egger and furnishes material for a rather lengthy polemical 
controversy. In Raymond and Egger’s patient, after a : rad- 
ually increasing paraesthesia, there developed a paralysis of the 
right hand and in addition there supervened a slight degree of 
amnesic aphasia, especially for nouns. There was however no 
alexia, agraphia or word deafness. The paralyzed hand was 
practically free from sensory disturbances of any type (touch, 
pain, temperature, deep and bony sensibility, sense of weight 
and position), excepting a few errors of localisation and a slight 
disorder to the tests with the aesthesiometer. When palpating 
an object the patient perfectly appreciated its shape and tridi- 
mensional form, knew of what material it was made, and whether 
warm or cold, rough or smooth. But even with all these data 
derived from palpation, there was complete inability to name 
the object, even if the latter were perfectly familiar. For 
instance an orange was described merely as “ large, round and 
rough,”’ a sponge as “ cold, damp, not a handkerchief.”’ 

The authors interpret this condition not as a paralysis of 
palpation, but as a pure tactile aphasia. They thus postulate 
a new type of aphasia, analogous to that for which they pre- 
viously coined the term “ vestibular ataxia,’’ as an equivalent 
of a cerebellar-vestibular syndrome (Revue Neurologique, June 
30, 1905). According to them all the impressions normally 
derived from palpation arrive perfectly at the cortex, but here 
do not remain as isolated sensations, but are combined, in normal 
persons, to awaken a visual image of the extent and form of the 
object alone. In their tactile aphasias the object palpated 
remains a complex of pure physical qualities without any notion 
of its use. They find an analogy in word-deafness, where the 
sounds and modulations of spoken language are appreciated 
without the acoustic impressions awakening the auditory image 
of the word. Upon the experimental evidence offered by the 
case, they carefully distinguish the condition from asymbolia. 
stereognostic dissociation and Wernicke’s psvchic paralysis of 
palpation. . 

Dejerine criticizes this conception of Raymond and Egger 
and does not believe in elevating the symptom-complex to the 
dignity of a new aphasic disorder. In extenuation of his views 
he presents a similar case presenting the thalamic syndrome, in 
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which there was the same disorder of recognition associated with 
slight sensory disturbances of the hand. Dejerine believes, 
that slight as were the sensory disturbances in the palpating 
hand, yet these were sufficient to prevent the tactile memory 
from completely evoking the name of the object. For him, 
these disorders are merely agnosias due to disturbances of the 
sensibility and have nothing to do with the aphasias. An aphasic 
preserves the ideas of images of objects, but is unable to recall 
the words to designate these objects. In disorders of the peripheral 
sensations on the contrary, the image of the object is not called 
up, because the concomitant associations are not made in the 
cortex. There is no more a tactile aphasia where there are 
slight disorders of sensibility, than there would be an auditory 
or visual aphasia where the visual acuity is lessened or where 
there is slight deafness. 

In common with Dejerine, Claparétde objects to classifying 
tactile aphasia as a clinical entity and proposes as a substitute 
the more satisfactory term of tactile asymbolia. According to 
him the mere form of an object, even its complete recognition, 
is inadequate to convey an idea of the object itself, especially if 
this object be something with which we are unfamiliar. The 
idea of the object itself is furnished by the higher associations, 
by what he calls “ intellectual recognition,”’ which is equivalent 
to Wernicke’s secondary identification. The disorder of second- 
ary identification constitutes asymbolia, while agnosia in 
Dejerine’s sense refers only to primary identification or stereog- 
nosis. The palpation of an object develops in us a pure visual 
image only. It is extremely improbable that there exists a 
tactile aphasia analogous to an optic aphasia, because we do not 
possess any autonomous tactile memory. 

In the observation reported by Bourdon and Dide (Un Cas 
d’Amnesie Continue avec Asymbolie Tactile, Complique d’ 
Autres Troubles—L’Annee Psychologique, 1904, pp. 84-115), 
they carefully distinguish tactile asymbolia from astereognosis. 
For them, the former is the loss of the faculty of recognizing 
objects by touch, the latter is merely a loss of the recognition of 
shapes of objects by touch. In their case, there were no dis- 
orders of sensibility, except a diminution of the pressure sense. 
There were, however, many complications, such as continuous 
amnesia, word blindness and word deafness, so that it is extremely 
difficult to form any but the broadest generalizations. They 
distinguish between the disorders of perception of isolated 
properties of an object and those of an object in its totality and 
interpret tactile asymbolia as tactile blindness, a rupture of 
associations between the centres of musculo-tactile images and 
those of visual irnages. They claim that on account of the con- 
tinuous amnesia and of a certain amount of motor perplexity, 
the patient would forget that he had palpated a certain portion 
of an object and thus the different sensations did not come 
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together. Therefore he was unable to produce a mental picture 
of the object in its totality, the sense of fusion was lacking. It 
is well known that both for the skin and retina an impression 
persists for a certain time after removal of the stimulus, and if 
these impressions vanish as soon as they are received nothing is 
preceived but mere isolated sensations. Therefore, if I may be 
permitted to use the term, in this case we seem to be dealing 
with a kind of continuous amnesia for tactile impressions. For 
a full account of the paper, the reader is referred to my abstract 
in the American Journal of Psychology (April, 1905, pp. 252-254). 
Whether we interpret the disorder as a continuous tactile 
amnesia or as a complex of isolated tactile sensations without 
any concomitant visual imagery, much of the confusion seems 
to arise from the limitations of the term ‘‘ asymbolia.’’ Outside 
of the applications given in the course of this review, it has 
been utilized to refer to certain apperception disorders occurring 
in the course of various delirious and confusional states and even 
the term ‘“‘ asymbolic dyslexia”’ has been coined to describe 
the reading defect of alcoholic delirum. For the present it 
is best to limit asymbolia to that disorder of tactile sensation, 
in which there is not only failure to recognize the shapes of 
objects and their cardinal qualities, but also the ultimate recogni- 
tion of the objects themselves. Astereognosis should only apply 
to inability to recognize the forms of objects, while disturbances 
of apperception are best described as such. To utilize an 
asymbolic disorder as equivalent to an entity of tactile aphasia, 
appears to be unwarranted at present, considering that less 
theoretical explanations can be offered for the syndrome. 
CoriatT. 


The Subdivision of the Representation of Cutaneous and Mus- 
cular Sensibility and of Stereognosis in the Cerebral Cortex. By 
Charles K. Mills, M.D. and T. H. Weisenburg, M.D. ‘“‘ Journal 
of Nervous and Mental Diseases,’’ October, 1906. . 

As early as 1888, Mills attributed sensory functions to the 
parietal lobe, and in subsequent papers in 1895 and 1904 he 
expressed his belief that the cortical sensory area of the brain 
was subdivided into centres in a manner corresponding to the 
subdivisions of the motor cortex. 

Dana Starr, Horsley, and others, have maintained that along 
the borders of the Fissure of Rolando are located centres jointly 
sensory and motor; but much evidence has been recently brought 
forth, to show that this stand is untenable, and that the motor 
centres are limited to the cortex anterior to the Rolandic Fissure, 
while the postcentral convolution and the adjacent cortex is 
sensory in its function. 

The object of the present paper by Mills and Weisenburg is to 
bring forward the three following propositions: (1) that the 
cortical representation of cutaneous and muscular sensibility is 
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independent of motor representation, that it surrounds the 
motor zone, and that it is subdivided into a mosaic of centres, 
each centre or group of centres being anatomically and function- 
ally correlated with a motor centre or centres. (2) that every 
muscle or group of muscles producing a movement or movements 
which are represented by separate centres in the cortex is 
topographically related to a segment of the skin which has also 
a definite cortical centre, this centre being correlated anatom- 
ically and functionally with the motor centre. (3) that ster- 
eognostic representation like that of cutaneous and muscular 
sensibility and of movements has also its independent cortical 
area, and is subdivided after the manner of the motor and 
sensory areas. ; 

In support of these points abstracts are given of cases reported 
by Knapp, Darkschewitsch, Madden, Starr and McCosh, Klien, 
Bonhoeffer, Fischer, Kramer and Sandberg. In these nine 
cases sensory disturbances were present in the upper extremity, 
generally existing in limited areas., This limitation was espe- 
cially noted in the hand and certain fingers. The impairment 
of sensation present was, in several instances, more or less 
dissociated, certain forms of impairment being present and 
others absent, or different forms of disturbance existing in 
different parts. It was a striking fact that in four of these cases 
sensation was most disturbed in the fingers of the ulnar side of 
the hand. Although the lesion was undoubtedly a cortical one 
in each of these nine cases, in only five of them was it shown to 
be post-Rolandic by autopsy or by operation. 

Reports of four cases are then presented in detail by the 
writers in support of their views. In one of these only was an 
autopsy performed to corroborate the diagnosis of a post- 
central lesion; in two the lesion was presumably post-central as 
judged from the clinical picture; in the fourth case the local- 
ization of the lesion was more problematical, since in the absence 
of any objective disturbance of sensation the diagnosis was made 
on the presence of paraesthesia and ataxia of the extremity. 

In three of these cases the impairment of sensation was most 
marked and persistent in the ulnar side of the hand and in the 
middle, ring, and little fingers; and in all the disturbance was 
more decided distally than proximally. In three cases also, the 
disturbance was more noticeable on the palmar than on the 
dorsal surface of the hand. The writers call attention to the 
fact that in one of the cases the sense of position and motion of 
the fingers was absent on testing by extension, while flexion 
was recognized. 

In explaining the fact that sensation is less disturbed over the 
radial side of the hand and the corresponding fingers, the writers 
suggest that these are more active in the daily life of the individ- 
ua] and that they therefore have larger areas of cortical repre- 
entation and are more deeply organized. The earlier return of 
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sensation to the palmar surface of the hand and fingers, and the 
earlier loss of the sense of position and motion in extension, can 
also be explained by the same theory. 

Regarding the centre of stereognosis, Mills and Weisenburg 
are in accord with many recent writers, expressing themselves 
as of the opinion that the stereognostic centre lies in the postero- 
parietal region. Observations have shown this centre to be of 
later development in the life of the individual, and ctinical 
experience has demonstrated that it can be destroved by post- 
parietal lesions without causing impairment of the sense of touch 
or pain. 

In support of the second proposition indicated at the beginning 
of the paper, the writers quote a series of experiments tried on 
hypnotized subjects as cited by Heidenheim. These experi- 
ments consisted in stroking the skin along the spine of a hyp- 
notized individual and thus producing contractions of groups of 
muscles which at times may lie under the point stimulated, and 
at times be at a distance from this point. (As when the lower 
lumbar and sacral region is stroked, the flexors of the legs 
contract.) The inference is drawn that this is a cerebral and not 
a spinal reflex. 

In conclusion the authors disagree with Horsley regarding 
the combined function of motion and sensation in the same 
area, and discuss at some length the recent paper by Russell and 
Horsley, in which the latter writers illustrate their theory that 
the strips of skin in the extremities, represented by the spinal 


segments and nerve roots, are re-represented in the brain. 
WATERMAN. 


The Physiological Explanation of Emotion. By G. R. 
d’Allonnes, ‘‘ Journal de Psychologie normale et pathologique,”’ 
January-February and March-April, 1906. 

In his first part M. d’Allonnes reviews several recent works 
on the James-Lange-Sergi theory of .the emotions, and presents 
the upshot of opinion as follows: ‘The immediate physiological 
conditions of emotion are organic reactions that are felt. The 
stimulus that leads up to the emotion produces, by a centrifugal 
discharge, contractions of the viscera and mimetic movements 
of the face and other members. Sensory currents from these 
rebound toward the centres and affect them emotionally”’ (p. 
132). 

In his second Part the author presents the results of some 
experiments of Bechterew and Sherrington as evidence that the 
one essential of emotion is sensations of muscular activity in the 
viscera alone. ‘‘ Mimicry movements are in themselves indiffer- 
ent emotionally, and constitute an independent function which 
may finally lead on to emotional phenomena, without furnishing 
the actual basis of the emotion” (p. 133). The work cited 
from Bechterew consists of cases in which certain animals after 





288 The Journal of Abnormal Psychology [February 


removal of the cerebral cortex showed well co-ordinated mimetic 
movements (manifestations of pleasure and pain) on being 
stimulated. The sensory currents resulting from such move- 
ments are not, then, an essential part of the emotional mechan- 
ism, since these animals in losing their hemispheres were in- 
capable of feeling any emotion! ‘‘The persistence of co- 
ordinated mimicry, in appropriate response to various stimuli, 
which is nevertheless no longer subtended by any conscious 
emotional state, is the important fact appearing from Bechterew’s 
researches; and those of Sherrington should be viewed in the 
light of this same fact” (p. 146). These latter are cases of 
animals submitted to cervical transection of the spinal cord and 
of both vago-sympathetic nerves, in which mimetic co-ordina- 
tions of the face and fore-paws survived the operation: these 
occurred both spontaneously and in response to :gtimulation. 
To Sherrington it seemed as if the animals experienc emotions, 
but here again M. d’Allonnes hypothecates an ‘entire absence 
of true emotivity,’ in order to conclude that the sensation of 
these mimetic movements is not an essential part of the mechan- 
ism of emotions. 

The one piece of direct evidence adduced in favor of the 
author’s view is the case of a woman (previously reported by him) 
who, “‘ in consequence of an anaesthesia depriving her of certain 
somatic sensations, has lost all emotivity in spite of the integrity 
of her mimetic reactions, of her intelligence, her will, and her 
inclinations” (p. 149). She declares herself to experience no 
emotions. 

M. d’Allonnes distinguishes the direct visceral sensations 
(l’emotion-choc), as the sole process that is essential to emotion, 
from all motor and sensory phenomena pertaining to mimetic 
movements (l’inclination inemotive). The two together he 


proposes to call l’emotion-inclination. 
Hott. 
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